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The following abstracts, which are published here with author permission, were presented at the Western Regional Society for Academic Emergency Medicine Research Form in Portland, Oregon on March 16, 17,2007.

Hypotheses
==========

The current prevalence of venous thromboembolism (VTE) among patients evaluated in United States emergency departments (EDs) is lower than the 24--30% reported by others. Physicians seldom use empiric heparin therapy, even when clinical suspicion for VTE is high.

Objective
=========

To determine the prevalence of VTE among ED patients evaluated for pulmonary embolism (PE).

Methods
=======

Patients undergoing a D-dimer or imaging study for PE were prospectively enrolled at two academic EDs (consecutive sample at institution \#1 and random sample at institution \#2) between August 2005 and April 2006. Patients were enrolled prior to completion of diagnostic testing and had structured telephone and medical record follow up at 90 days. The outcome of VTE (either PE or DVT) was based upon adjudicated agreement of two of three blinded, physician reviewers.

Results
=======

We enrolled 350 patients, mean age 46+/−20 y, 65% female, 58% Caucasian. The prevalence of VTE was 24/350 (7%, 95% CI: 4 to 10%). The prevalence of VTE was 17/225 (8%, 4 to 12%) at institution \#1 and 7/125 (6%, 2 to 11%) at institution \#2. The first diagnostic test was more commonly an imaging study rather than D-dimer among VTE+ patients (75%) than VTE- patients (34%, 95% CI for the 31% difference: 20 to 55%). The evaluating physician reported that PE was more likely than an alternative diagnosis in 12/24 VTE+ patients (50%, 29 to 71%) compared to 54/326 VTE- patients (17%, 13 to 21) with a sensitivity, specificity and likelihood ratio positive of 50% (29 to 71%), 83% (79 to 87%) and 3.0 (1.8 to 4.6), respectively. Physicians started heparin prior to imaging in 1% (0 to 2%) of VTE- patients and 4% (0 to 21%) of VTE+ patients.

Conclusions
===========

The overall prevalence of VTE was significantly lower (7%) than in previous reports. Physicians were able to correctly identify VTE as the leading diagnosis in a greater percentage of VTE + patients, and often ordered imaging initially, but seldom treated with heparin prior to imaging.

Background
==========

The D-dimer (DD) has become a standard method of screening patients for pulmonary embolism (PE), but is limited by a high false-positive rate (FPR) leading to a high rate of unnecessary imaging. Hypothesis: The tandem measurement of myeloperoxidase (MPO) following a positive (+) DD will significantly decrease the rate of unnecessary pulmonary vascular imaging.

Objective
=========

1\) Determine the potential of MPO to decrease unnecessary imaging in emergency department (ED) patients evaluated for PE with a +DD. 2) Determine the appropriate threshold for MPO in this application.

Methods
=======

A consecutive or random sample of patients undergoing evaluation for PE was enrolled at two academic EDs between April 2005 and April 2006. Patients were enrolled and a serum sample was obtained prior to the results of diagnostic testing or therapy. Patients were followed for 90 days for the outcome of venous thromboembolism (VTE, either PE or deep venous thrombosis), which required the consensus of two of three blinded physician reviewers. A DD was measured in all patients and considered + if ≥500 ng/mL and MPO was measured on patients with +DD.

Results
=======

We enrolled 305 patients, 21 with VTE (7%, 95% CI: 4--10%) within the follow-up period. One hundred sixty-six (55%) had a −DD, none with VTE (sensitivity 100%, 84--100%). Among the 139 patients with +DD, 39 (28%, 21--36% of +DD patients and 13%, 9--17% of total) had a MPO \<22 ng/mL, none had VTE (sensitivity 100%, 91--100%). Thus, tandem measurement of DD and MPO would have decreased unnecessary subsequent pulmonary vascular imaging from 45% to 32% (95% CI for difference of 13% = 5--30%).

Conclusion
==========

The tandem measurement of DD and MPO would have significantly decreased unnecessary pulmonary vascular imaging compared with DD alone. This finding should be validated prospectively.

Background
==========

This year more than 39,000 students applied to medical school. For the average applicant, advice on strengthening one's application to medical school is quite varied. There is little data that compares how a Medical School Admissions Office (MSAO) judges an applicant's activities compared with what pre-medical counselors (PMC) advise their undergraduate students to do.

Objective
=========

To determine whether or not a disparity exists between the advice PMC offer undergraduate students and what the MSAO believes would improve an average student's application to medical school.

Methods
=======

A survey was sent out to 100 undergraduate PMC and 123 MSAOs. The survey asked participants to rate 10 different activities on a scale of 1 to 10 that might increase an average student's chance of admittance to medical school. We stated that the hypothetical average student achieved a 30 MCAT score and an undergraduate GPA of 3.7 from a midlevel university. The list of activities was presented in a varied fashion to ensure no bias in the order of the survey. It was completed by 56 undergraduate schools and 72 medical schools. Those schools that did not respond to the first survey were queried a second time.

Results
=======

Overall there was good agreement between the two groups with regard to the value of community service, volunteering in any medical setting, and obtaining a MPH or other graduate degree. PMCs tended to overvalue the importance of work in research, both clinical (7.34 vs. 6.14, p\<0.002) and labratory(6.6 vs. 5.3, p\<0.003) compared to MSAOs. PMCs also undervalued retaking the MCAT and joining a service organization such as the Peace Corps.

Conclusion
==========

There is general consistency given student applicants for medical school. Both PMCs and MSAOs agreed that volunteering in a medical/clinical setting is a highly valued activity. Participants similarly agreed that the least important activity was working in a non-medically related job to gain "real world" experience.

Background
==========

In large cohort studies, data is most practically collected from self-reported surveys. However, the validity of the self-reported data is brought into question when it is verified with medical records.

Objective
=========

To determine the accuracy of self-reported hypertensive status by comparing it with the diagnosis of hypertension (HTN) by a physician in a multiethnic population.

Methods
=======

Study subjects were chosen from among the African American and Latino participants of the Multiethnic Cohort Study (MEC), a cohort of 215,251 individuals from the five main ethnic groups in California and Hawaii. MEC participants received a comprehensive 26-page questionnaire upon enrollment in which subjects reported their hypertensive status and indicated if they were taking anti-HTN medication. Three years later a second questionnaire was sent and subjects again reported their hypertensive status. We then contacted the subjects' health care providers to ascertain the subjects' hypertensive status, medication history, as well as representative blood pressures from the past four years.

Results
=======

Of the 32 subjects self-reported as non-HTN, the PMD confirmed HTN in 50%. Of the 21 subjects self-reported as having HTN and taking anti-HTN meds, 85.7% were indeed hypertensive according to their physicians. Among non-HTN subjects (physician confirmed), the average systolic blood pressure (SBP) was 127 and among the self-reported HTN subjects (non-HTN per their physicians), the average SBP was 118. In self-reported non-hypertensive subjects who were diagnosed hypertensive by their physician, the average SBP was 137. Within hypertensive subjects (physician confirmed), the average SBP was 141.

Conclusion
==========

The self-reported data for the absence of chronic disease such as HTN is not accurate, suggesting the need for validation (either through medical record review or direct measurement) to ensure accuracy.

Background
==========

Pain is a common complaint and is often poorly treated in the emergency department (ED). Low-dose ketamine is a known analgesic, but no reports of its use in the ED are present in the literature.

Objectives
==========

To determine the safety and efficacy of low-dose ketamine for analgesia in the ED.

Methods
=======

A retrospective chart review was performed to identify all adult patients receiving low-dose ketamine for analgesia in our ED. Cases were identified by pharmacy record of ketamine administration, and cases of low-dose ketamine administration were identified by review of the medical record. Low-dose ketamine was defined as the administration of approximately 0.1 to 0.6 mg/kg of ketamine for pain control.

Results
=======

Thirty-five cases were identified in which patients received low-dose ketamine in the ED over a two-year period. Doses ranged from 5 mg to 35 mg. Administration was intravenous in 30/35 (86%) and intramuscular in 5/35 (14%) of cases. Opioids were administered, prior to a co-administered low-dose ketamine, in 32/35 (91%) of the cases. Improvement in pain was observed in 19/35 (54%) cases who received low-dose ketamine. Pain scores were not observed to improve in 8/35 (23%) cases. Insufficient data were available to determine effect for an additional 8/35 (23%). Of these latter cases, five (14% of total) had likely benefit and three (9% of total) had no benefit based on disposition. No significant adverse events were identified in any of the 35 cases.

Conclusions
===========

The administration of low-dose ketamine in the ED appears to be safe. Our retrospective case series shows that low-dose ketamine for pain control may be efficacious in some patients in the ED. However, prospective, randomized, controlled trials are needed to determine the efficacy of low-dose ketamine for analgesia in the ED.

Objectives
==========

Focused emergency department (ED) 1^st^-trimester pelvic ultrasound (FTPU) examination for symptomatic pregnant patients has evolved to become standard of care at major EDs. Concerns about the risks of overlooking clinically significant incidental findings on organ-specific scans risks of omission - continue to be used by radiologists to justify the ordering of "formal" ultrasound imaging - complete regional scan performed by ultrasound technicians and interpreted by radiologist ultrasonologists. Using ovarian tumor as an index for this risk of omission, we analyzed the findings on formal pelvic ultrasounds over a five-year period for incidence of ovarian tumor and compared it with that of about 0.1% reported in OB literature.

Methods
=======

1,520 consecutive formal FTPUs that were performed as part of the ED evaluation of 1^st^-trimester pregnant patients from May 2001 to May 2006 were reviewed. Patients were included if they had vaginal bleed and/or pelvic pain and \< 14 wks pregnant. Pelvic masses seen on ultrasound were recorded and followed for diagnosis of ovarian tumor. In addition, clinically important incidental findings, defined as requiring emergent interventions or definitive follow-up, were also recorded. The hospital is a Level I trauma with an EM residency and an annual census of 43,000 visits/year.

Results
=======

A total of two for an incidence of 0.14% of ovarian tumors was found in this case series. In addition, seven (0.53%) abnormalities were clinically significant: 1 (0.07%) ovarian torsion, 1 (0.07%) kidney stone, 1 (0.07%) angiomyolipoma, 1 (0.07%) gallstones, 3 (0.20%) endometrial/cervical lesion. Sixty-nine (4.54%) abnormalities were considered minor for findings such as subchorionic hematoma or leiomyomata.

Conclusions
===========

The incidence of ovarian tumors seen in formal FTPU ordered from the ED is rare and similar to that in the normal OB population. It is unlikely that emergency medicine physicians performing focused FTPU scans will encounter increased clinically significant incidental pathology.

Background
==========

Lincoln Medical Center is the only city hospital serving the South Bronx, the poorest congressional district in the nation. In April 2004, the Bronx Sexual Assault Response Team (SART) was launched to provide specialized care to survivors of sexual assault in this community via a standardized protocol outlined in our paper.

Method
======

We compared the care received by survivors before and after the inception of SART.

Results
=======

Of the 173 SART patients, 100% were triaged category A. Ninety-five percent were examined within one hour of arrival, as opposed to 63% prior to SART. Colposcopy was done on 87% of SART patients and 27% of pre-SART, with genital injury documented in 55% of SART cases and 28% of pre-SART, and non-genital injury in 56% of SART and 49% of pre-SART patients. 100% of SART patients received STD, HIV, pregnancy, hepatitis and tetanus prophylaxis. No specific records were kept for pre-SART patients. There have been numerous positive incalculable results since the SART was launched including improved relations with Special Victims Unit, the NYPD, and the DA's office; opportunities for leadership roles in the community as survivor advocates; recruitment of SART examiners from our ED staff; increased awareness of the impact of culture on survival from sexual assault; and opportunities for further research.

Conclusion
==========

The South Bronx SART program has resulted in improved health care for survivors of sexual assault and a benefit to the community. This program model has wide implications for care of survivors of sexual assault nationally.

Objective
=========

The Broselow^™^;Tape is a reliable method of estimating children's weights based on height-weight correlations and can determine standardized medication dosages and equipment sizes using color-coded zones. Our study sought to determine the accuracy and clinical utility of the Broselow tape in the Indian pediatric population.

Methods
=======

We conducted a prospective cross-sectional study of children receiving care at the outpatient department of a government pediatric hospital in Chennai, India, over one month. Actual weight (measured by a standardized weighing device) and estimated weight (determined by the Broselow Tape) were collected for each child. The mean percentage difference (MPD) was calculated to estimate bias. Accuracy was defined as agreement within 10% between the measured and estimated weights, as well as agreement on Broselow color-coded zones. A correction factor was derived using linear regression.

Results
=======

548 subjects were divided into the three weight-based groups comprised of 175 (\<10kg), 197 (10--18kg) and 176 (\>18kg) children. The MPDs (± 95% CI) were −2.36% (−4.2,−0.5), −11.34% (−12.87,−9.8) and −12.95% (−14.94,−10.95) for each weight-based group. Agreement within 10% was 52.57% (45.17, 59.96) for the \<10 kg group, but only 44.67% (37.72, 51.61) for the 10--18 kg group and 33.52% (26.54, 40.49) for the \>18 kg group. The Broselow color-coded zone agreement was 70.85% in children \<10kg, but only 56.34% in the 10--18 kg group and 37.5% in the \>18kg group. Application of a 10% correction factor improved accuracy to 77.15% (71.29, 83.01) for the 10--18 kg group and 63.06% (55.93, 70.19) for the \>18 kg group.

Conclusions
===========

The Broselow Tape overestimates weight by more than 10% in Indian children predicted to be \>10kg, increasing the risk of medical errors due to incorrect dosing or equipment selection. Applying a 10% weight-correction factor may be advisable. The accuracy and clinical utility of this correction factor requires prospective validation.

Background
==========

Improved neurologic outcomes have been demonstrated in patients undergoing mild therapeutic hypothermia after resuscitation from out-of-hospital cardiac arrest. Therapeutic hypothermia was endorsed in 2003 by the American Heart Association, and in 2005 by the International Consensus Conference on Cardiopulmonary Resuscitation and Emergency Cardiovascular Care Science. Despite widespread acceptance in the scientific community, therapeutic hypothermia may not be routinely used by emergency physicians.

Objective
=========

To evaluate the current use and methods of administration of mild therapeutic hypothermia for comatose survivors of cardiac arrest in Emergency Departments (EDs) throughout Arizona, and to identify barriers to implementation.

Methods
=======

A telephone survey was administered to all ED medical directors in Arizona. Contact information was extracted from the United States Department of Health and Human Services database. Directors were asked about the demographic characteristics of their hospitals and EDs, current use of therapeutic hypothermia, protocols for hypothermia, perceived barriers to use, and potential for future implementation.

Results
=======

Of 61 ED directors, 52 (85%) responded, two (3%) refused, and seven (11%) were unreachable. Therapeutic hypothermia was used routinely in five (10%) of EDs. Two had structured protocols. The most common cooling method used was ice packs and cooling blankets (80%). Two of the EDs using hypothermia were rural and routinely transferred comatose survivors to urban hospitals after initiating hypothermia. Of EDs not using hypothermia, common reasons given included lack of evidence supporting its use (42%) and cost or lack of trained personnel (35%). 72% of non-users indicated they had no future plans for adoption.

Conclusion
==========

Although considered standard of care by the scientific community, therapeutic hypothermia in cardiac arrest patients remains rarely utilized by most EDs throughout Arizona. Barriers to use include inadequate education regarding the benefits of hypothermia, perceived cost, and lack of training in implementation.

Background
==========

It has been demonstrated that the majority of pre-hospital delay occurs from the time of onset of acute stroke (CVA) to the time of the patient's actual decision to seek care. What is less clear is the role of the emergency department (ED) care providers on the pace of the patient's care in the setting of CVA.

Objective
=========

To study the effect of EMS transport on the pace of care of providers in the ED.

Methods
=======

Retrospective chart review of four months of patients with a final ED diagnosis of CVA. Demographic data as well as time to order and time to administration for CT head, aspirin, and neurology consult were examined and compared for patients who presented via EMS vs. those who walked into the ED. Comparisons of the medians (in minutes) were done for each variable examined. We also calculated the odds for CT done in less than one and two hours from arrival.

Results
=======

Fourty-three patients received the final diagnosis of CVA during the four-month period. EMS transported 19 of these (44%). EMS patients had a CT ordered more rapidly (52 vs. 108 minutes), and a neurologist called more quickly (90 vs. 469 minutes) than the ambulatory patient. The EMS patients had an OR of receiving a CT of the head within one hour of 3.09 (95%CI: 0.64,15) and an OR = 3.33 (95%CI: .86, 13) within two hours. None of the differences were statistically significant for either the ordering of the therapies or their administration.

Conclusion
==========

In this facility, it appeared that there was a trend to treat patients with CVA who presented via EMS more rapidly than those who walked in. It is unclear the effect this had on outcome.

Background
==========

Hypokalemia is reported to occur in approximately three to four percent of patients with DKA. To prevent complications of severe hypokalemia, the American Diabetes Association (ADA) treatment guidelines recommend ensuring that serum potassium levels are \> 3.3 mEq/L prior to initiation of insulin in the treatment of DKA.

Objective
=========

To assess the incidence of hypokalemia in patients presenting to the ED with hyperglycemia with or without DKA.

Methods
=======

This was a multicenter retrospective study at three urban academic EDs with a combined annual adult census of 150,000. Charts of patients who presented to the ED between January and December 2005 with hyperglycemia (defined as serum glucose \> 200 mg/dL) or DKA (defined in accordance with ADA guidelines as serum glucose \> 250 mg/dL, serum bicarbonate \< 18 mEq/L or anion gap \> 15, and evidence of ketonemia or ketonuria) were reviewed. Initial lab values on presentation were assessed for the incidence of hypokalemia.

Results
=======

800 patients (461 with DKA) were diagnosed with hyperglycemia. The mean potassium level was 4.7 mEq/L (range 3.3 to 8.1, SD +/− 0.8). For those patients diagnosed with DKA, the mean potassium level was 4.9 mEq/L (range 3.3 to 7.5, SD +/− 0.8). Only two cases of serum potassium \< 3.5 mEq/L (both 3.3) were found in our DKA patients (incidence of 0.4 percent).

Discussion
==========

Our results suggest that the incidence of hypokalemia in ED patients with DKA may be far less than three to four percent. As the demographics of DKA are changing (e.g. increasing numbers of older patients, patients with renal disease, and patients with congestive heart failure), our ability to depend on IV fluids alone as the initial therapy in DKA may be diminishing. Today's DKA patients may be less likely to tolerate large fluid loads and are potentially more prone to hyperkalemia. The benefits of early insulin administration may outweigh the risk of causing severe hypokalemia.

Conclusion
==========

The incidence of hypokalemia among hyperglycemic patients presenting to the ED with or without DKA appears to be less than prior estimates. Further research is needed to better determine the risks and benefits of administering insulin before obtaining serum potassium values.

Background
==========

Many first responders plan to decontaminate people contaminated by hazardous substances by drenching the victims with water before removing their contaminated clothing. We examined the possibility that this approach may actually increase skin contamination.

Methods
=======

We experimented with various preparations of a non-toxic contamination simulant, Glow in the Dark Pigment (Risk Reactor, Huntington Beach, Calif.), until we found a reproducible model that reliably stained the surface of a hospital scrub shirt but did not cause significant soak-through and skin contamination. After developing the model, we applied the pigment to the subjects following our model. We confirmed the amount of skin contamination with a UV light. We then decontaminated subjects using a shower until their clothing was thoroughly saturated and evaluated the amount of contamination left on the clothing and on the skin using UV light.

Results
=======

The optimal contamination model was one-half teaspoon of pigment and 15 milliliters of tap water. We had the most success when we applied the simulated contaminant by fingertip to the victim's shirt. We used this model with four different subjects and decontaminated them in a cold water shower, while fully clothed, until they were completely wet and dripping. In every case, pigment was left on the clothing even after decontamination. Additionally, while there was no pigment detectable on the skin before decontamination, we found significant amounts of pigment on the skin after decontamination. Showering the person while clothed spread the contaminants to not only the skin under the shirt but also to the lower extremities.

Conclusion
==========

It may be unsafe to drench asymptomatic people who have been contaminated with a hazardous substance before removing their clothes. We have developed a model that investigators may use for further studies.

Background
==========

Prior research has evaluated the willingness to accept or refuse life-sustaining therapy but have not included Spanish-speaking populations. These decisions in a clinical setting are often part of the advance directive discussion bringing the importance into the emergency department (ED). Health care disparities exist in this population, and best approaches to discussing end of life preferences are not clear.

Objectives
==========

In this study we sought to identify healthcare decision-making patterns and the effect of acculturation in Latino patients.

Methods
=======

This observational study used the WALT (Willingness to Accept Life Sustaining Treatment) survey to interview subjects at four outpatient clinics (geriatrics, cardiology, HIV and oncology) that served patients with chronic, incurable illnesses. Subjects were asked hypothetical questions regarding their preferences for treatment selected against outcome and burden. The survey was administered in Spanish. This study was IRB approved.

Results
=======

Two hundred and forty Latino subjects were surveyed, but three were excluded due to a lack of a medical diagnosis. The mean age of the subjects was 58. Seventy-seven percent of subjects were primarily Spanish speaking. Subjects spent a mean time in the USA of approximately 23 years. When measuring time in the US and country of origin there was no difference between groups in the decision making process.

Conclusions
===========

Latino patients regardless of country of origin or time in the US were similar in acceptance or decline of life sustaining therapy. Future work should be done with focus groups to identify relevant cultural factors so that physicians can provide a culturally sensitive discussion of advance care plans. Limitations: There is always the potential for referral bias in that the patients willing to participate in the survey may have differed from the non-responders

Introduction
============

Grand Canyon National Park (GCNP) has more than four million visitors each year. Each year the park's Search and Rescue (SAR) office responds to more than 400 calls for help. In 1998 in response to this large number of incidents, the park employed a Preventive Search and Rescue (PSAR) program with the aim of decreasing the number of preventable incidents within its boundaries.

Objectives
==========

The goals of this project are to create a comprehensive data base of GCNP SAR incidents that the park may continue to use and to quantify the effect that the preventive program has had on the number and types of these incidents.

Methods
=======

We performed a retrospective review of GCNP SAR incident reports and corresponding emergency medical service reports from 1988 to 2005. For SAR incidents with multiple patients with different injury types, each patient was recorded as a discrete observation. For each observation 23 variables were recorded, including patient age and sex, type and geographical location of incident, mechanism and type of injury or illness, and extent and cost of SAR involvement. The data was compared using a tow-sample T-test.

Results
=======

The data set includes 6843 SAR incidents ranging from 262 to 474 incidents per year. Visitation during this time ranged from 3.5 million to 4.9 million people per year. The average number of SAR incidents per park visitor has decreased from 9.4 incidents per 100,000 visitors in the 10 years prior to 1998 to 7.6 per 100,000 visitors in the six years following (p=0.02).

Conclusions
===========

The Grand Canyon National Park PSAR program seems to have decreased the incidence of visitor illness and injury, thereby decreasing the need for costly and potentially dangerous SAR responses.

Background
==========

Older adults (65 years and older) represent the fastest growing segment of the population. It is projected that by the year 2024 one in four drivers will be older adults. The Emergency Department (ED) may serve as a site for identifying older adults that need driving fitness evaluation and/or related intervention.

Objective
=========

Conduct a needs assessment for driving fitness-related issues in older adults presenting to the ED.

Methods
=======

A cross-sectional survey was conducted with English-speaking older adult patients presenting to a busy Southern California Level 1 Trauma Center and ED over a 10-month period starting February 2006. Inclusion criteria included medically stable older adults. Exclusion criteria included critically ill patients. Data was analyzed by using univariate descriptive analysis.

Results
=======

Out of the 332 patients surveyed, 186 were 65--74 years, 109 were 75--84 years, 35 were 85 years or older and the age for two patients were not recorded. Thirty-six patients had never driven and were only asked for demographic information. When the 296 patients who had driven were asked who they consider the most qualified person to give driving advice, 33% considered their family/spouse, 24% themselves, and 14% the Department of Motor Vehicles. Only 1% felt the ED physician was the most qualified person to give driving advice. Among the 196 who currently drive, 61% would rate their driving confidence to be at 10 out of 10, 83% would limit their driving, 77% would stop driving if asked by a physician, and 43% would like the ED to refer them for further help with their driving.

Conclusion
==========

Although the majority of patients were highly confident in their driving ability, nearly four out of five patients reported that they would be willing to limit and stop driving per physician recommendation. The discrepancy between the patients' confidence and their willingness to accept driving advice from physicians provides an opportunity for further driving-fitness research.

Objective
=========

To determine patient satisfaction with a voluntary rapid HIV testing program in an urban emergency department (ED).

Methods
=======

Prospective observational study conducted in an urban academic ED. Between April 1, 2005 and March 31, 2006, nursing-initiated HIV screening was offered to eligible patients, beginning with the triage nurse. Exclusions were: age \<12 years; acute psychiatric or medical illness and language barrier. Pre-test HIV information and counseling was provided in a brochure. Nurses obtained bedside written informed consent, performed the test (OraQuick Advance, oral swab) and disclosed negative results. For positive patients, emergency physicians or HIV counselors performed counseling and arranged follow-up care. Testing was performed and negative results were disclosed in both private and non-private clinical areas (curtained rooms, hallways), while positive results were disclosed in private rooms. After result disclosure, a satisfaction survey was administered to patients testing preliminary positive and to a convenience sample of patients testing negative. Patients were asked whether or not they felt HIV testing and disclosure was done in a private manner and to rate their overall satisfaction with testing on a 5-point scale.

Results
=======

6,381 HIV tests were performed with a 1% positivity rate. Fifty-seven of the 65 preliminary positive patients completed the survey (88%). One-hundred and five of the 178 patients testing negative who were approached completed the survey (59%). One-hunred percent (57/57) of patients testing preliminary positive and 99% (104/105) of those testing negative reported overall satisfaction with testing (p=0.50); 96% (55/57) of patients testing preliminary positive and 91% (96/105) of those testing negative felt that their results were disclosed in a private manner (p=0.22).

Conclusions
===========

Perception of privacy was maintained despite testing and disclosure of negative results in a variety of clinical areas. Overall, patients are satisfied with streamlined ED testing procedures.

Background
==========

Violent behavior by patients is one of many occupational hazards faced by health care workers. Emergency department (ED) personnel are at high risk for patients carrying weapons, or exhibiting disruptive behavior or psychotic disorders. When systematic approaches to violent persons do not work, public safety officers (PSO) require additional means of elevated force to control dangerous behavior. The use of the electrical stun gun (TASER) offers an option that is more effective than baton but less lethal than a firearm. Its use has recently been criticized because of the association with deaths in custody.

Methods
=======

We describe an approach to control workplace violence in a health care environment that includes staff education for early identification of potentially violent persons and initial approaches but allows for the use of TASER in select situations. We report the incidents of use of force in a Level 1 trauma center university hospital with 40,000 ED census.

Results
=======

There were 107 PRE (12 month) and 149 POST (24 month) uses of force. During the POST, 92% were in clinical, 5 % in general public and 3% in exterior areas. Most involved patients (93%). In clinical areas, 56% were in the ED, 25 % inpatient and 11% outpatient areas. There were 30 displays and seven additional uses of the TASER, including two touches and five firings of probes, 77% for male subjects and 70% for psychiatric or ED patients. All displays or uses were reviewed in detail by multidisciplinary group and determined to be appropriate. There were no serious injuries in either safety personnel or patients that resulted from the use of the TASER. PSOs determined that the display of the TASER was able to de-escalate violent situations without the use of more elevated force.

Conclusions
===========

A comprehensive approach to workplace violence that allows for the selected use of the TASER and requires mandatory reviews of all uses can be effectively implemented to help to control dangerous situations in heath care environments.

Background
==========

This study focused on risk perception of US-Mexico border crossers and builds on current research programs at The University of Arizona. No published studies have addressed specific risk processes (defined as perceived risk, intra-border crosser risk communications, Mexican government originated risk communications, and risk control actions) in US-Mexico border crossers.

Objectives
==========

This project seeks to describe, analyze, and interpret border-crosser risk processes; and develop a multidimensional model to describe border-crosser perceived risk and risk communications. Additionally, the main motivation for crossing will be investigated.

Methods
=======

The project used rigorously coded qualitative but anonymous interview data obtained from up to 10 recent border-crossers to elicit information about domains of perceived risk and risk communications that can be incorporated into a proposed model and used for future research and refinement of border-crosser behavior models. Because of the qualitative design, thematic saturation occurred before 10 subjects were entered. Interview data were translated from Spanish to English and data extracted in an attempt to reach thematic saturation.

Results
=======

A model of risk processes was created and suggestions for future behavioral interventions to reduce border crosser heat and injury related morbidity and mortality are presented.

Conclusions
===========

Risk perception of US-Mexico border-crossers can be modeled using a qualitative methodology. Themes derived that were most important included desires of border-crossers to be re-united with family members living in the US regardless of risk and the state of limbo of recently deported border crossers.

Objective
=========

Motor vehicle crashes remain the leading cause of death for teens. Risk-taking behavior is known to contribute to fatal crashes in young drivers and occupants. The objective of this study was to analyze behaviors that influence the risk of crash injury in Latino adolescent males.

Method
======

The Youth Risk Behavior Survey (YRBS) is a multistage cluster sample of students in U.S. public and private high schools, with oversampling of Hispanics. Among other risk behavior topics, three questions are directly related to motor vehicle occupant crash injuries: use of seat belts, riding with a driver who had been drinking, and driving when drinking. Analysis was restricted to Hispanic and non-Hispanic Whites age ≥ 15 (n=8,520). Data were analyzed using Stata survey procedures that account for survey weights and clustering. Differences between groups were tested using linear regression, controlling for age, with post-estimation tests to compare Hispanic males to Hispanic females and to non-Hispanic White males.

Results
=======

Thirteen percent of male Hispanics in this age group reported that they rarely or never wore a seat belt. The percentage of those who rarely or never wore a seat belt was 4% higher for male Hispanics than for female Hispanics. Thirty-eight percent of male Hispanics age 15--18 years reported riding in the preceding 30 days with a driver who had been drinking (35% of those 15 yrs, 42% of those 18 yrs). The percent who rode with a drinking driver was 11% higher for male Hispanics than for male non-Hispanics. Fifteen percent of male Hispanics reported driving when drinking in the preceding 30 days (9% of 15 yrs. and 24% of 18 yrs). The percent who drove when drinking was 8% higher for male Hispanics than for female Hispanic.

Conclusion
==========

While Latino adolescent males are subjected to the risk of crash injury by their own behavior, the data suggests that they are also subjected to significant risk by their willingness to ride with impaired drivers. These findings have implications for ED-based interventions.

Background
==========

Comprehensive care for non-traumatic chest pain is becoming increasingly important as a quality indicator for the inpatient setting. These quality measures, which are based on evidence-based guidelines that improve patient outcomes, have not been extended to the pre-hospital arena. Previous studies have indicated that pre-hospital care providers may not adequately utilize aspirin for patients with cardiac ischemia[@b1-wjem-9-0059]. A potential cause of this oversight could be a lack of appreciation of a cardiac cause to chest pain.

Objective
=========

To determine how well paramedics in an urban, public hospital system delivered high quality care for patients with non-traumatic chest pain.

Methods
=======

Patients with a primary complaint of non-traumatic chest pain between January and March of 2006 were systematically randomized and a retrospective audit was completed. Seven parameters were identified by the medical direction of the Denver Health Paramedic Division. A composite metric was created to assess comprehensiveness of care. The bundle score was considered unmet if any single variable was not present.

Results
=======

Two-hundred and ninety-two patient care reports were evaluated. Overall, 95.4% of the patients were provided with oxygen, 61.2% were given aspirin, 98.6% had lung sounds assessed, 99.7% had vital signs recorded, 85.8% had an IV established, 93.0% received an ECG, and 78.1% were assessed for cardiac risk factors. The overall composite measure was met in 36.5% of the patients. The bundle score ranged from 22.0% in patients 20--39 years old to 42.0% in patients older than 50 years.

Conclusions
===========

In the pre-hospital setting, there was good adherence to individual metrics yet poor adherence to the composite measure. Future studies are needed to determine appropriateness of certain interventions on medical chest pain patients and the implications of the composite intervention on optimizing outcome.

Background
==========

When patients call 911 with a complaint of chest pain, they generally receive an ambulance responding emergently. However, less than 10% of these calls result in an emergent return to the hospital. Studies have shown that emergent response whether to or from a scene results in an increase in ambulance accidents and litigation[@b2-wjem-9-0059].

Objective
=========

To determine if the implementation of an EMD (Emergency Medical Dispatch) system resulted in a decrease in emergent responses to the source of the 911 call.

Methods
=======

This study is based on a retrospective audit of non-traumatic chest pain calls. A pre-post intervention design was used with the EMD system going into effect on July 1, 2006. Baseline data obtained from the first and third quarter of 2006 represented the post-EMD intervention. Systematic randomization was used within each quarter to select the cases. Calls were identified as being chest pain in nature because of the type of patient that the healthcare provider noted in the patient care report.

Results
=======

Out of the 292 patient care reports reviewed in the first quarter, 262 of the calls (89.7%) were responded to emergently. However, none of these calls (0%) returned to a hospital emergently. From the third quarter, 296 cases were reviewed. Outgoing emergent responses were used in 242 calls (81.7%) and 21 calls (7.1%) returned emergently to a hospital.

Conclusions
===========

Patients complaining of medical chest pain often do not need an outgoing emergent response. Further understanding of when an emergent response is necessary for the patients complaining of non-traumatic chest pain will help to maintain quality patient care and improve the safety of both the pre-hospital care providers as well as the general public.
